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MICHIGAN DEPARTMENT OF COMMUNITY HEALTH
Medical Services Administration

MEMORANDUM

To: Nancy Bishop Date: December 19, 2002

From: Robert Stampfly
Director, Policy and Legislative Support Division

Re: State Plan Amendment
Attached are your copies of the State Plan amendment. Information specific to the plan amendment is as
follows:

1. Effective date of plan change:
March 1, 2003

2. CFR citation under which proposed change is to be made:
- 42 CFR 435.310

3. Plan material submitted:

Attachment 2.2-A, page 26
4. Plan material superseded:

Attachment 2.2-A, page 26
5. Purpose of amendment:

To eliminate coverage of the optional group of caretaker relatives.
6. Summary of change from current plan:

Current plan provides for coverage of the optional group of caretaker reiatives.
7. Federal Budget Impact:

a. FFY 2003 $ (‘7‘0 3 HIIA—IDU) b. FFY 2004 $ [éz g //7/44,%)

8. FORINSTITUTIONS ONLY: Is the change significant?



Attachment 2.2-A
Page 26

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: MICHIGAN

Groups Covered

C. Optional Coverage for the Medically Needy (Continued)

MDCH 42CFR 435.310 . 6. Caretaker Relatives

MDCH 42CFR 435.320

and 42CFR 435.330 X 7 Aged Individuals
MDCH 42CFR 435.322
and 42CFR 435330 X 8 Blind Individuais
MDCH 42CFR 435.324
and 42CFR 435.330. X 9. Disabled Individuals
42CFR 435.326 10. Individuals who would be ineligible if they were not
enrolled in an HMO. Categorically needy individuals are
covered under 42 CFR 435.212 and the same rules
apply to medically needy individuals.
42CFR 435.340 1. Blind and disabled individuals who:

a. Meet all current requirements f or Medicaid
eligibility except the blindness or disability
criteria;

b. Were eligible as-medically needy in December
1973 as blind or disabled; and

c. For each consecutive month after December
1973 continue to meet the December 1973
eligibility criteria.
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